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Syphilitic Gummata in a Patient with Diabetes Insipidus. By J. H. SEQUEIRA, M.D. THE patient, a Jewish porter, aged 35, attended the Skin Department of the London Hospital on March 13, 1915, with definite gummatous infiltration about the elbow, the inner side of the upper arm and the upper part of the forearm on the right side. The lesions had not broken down and had been gradually developing during the past two months. The patient was, a stout, flabby, anaomic man, and he stated that he had been in the London Hospital in 1908, under Dr. Robert Hutchison, suffering from diabetes insipidus. By the courtesy of Dr. Hutchison the exhibitor was able to add the following particulars of the case: Four days before his admission to the ward the patient began to pass large quantities of urine and was very thirsty. There was a history of gonorrhcea, but none of syphilis. While in the hospital the patient passed as much as 1,076 oz. of urine in twenty-four hours, and he was still passing from 400 to 600 oz. per diem. The right testicle had been removed for tuberculous disease, and the patient stated that he had lost all sexual desire. On March 24, 1915, the Wassermann reaction was found to be positive. A further examination of the patient showed that the pupils reacted normally to light and accommodation. The patellar and plantar reflexes were normal.
The case was shown to emphasise the fact that the clinical group of symptoms known as diabetes insipidus, polydipsia and polyuria was often of syphilitic origin.
Head and Fearnsides published in Brain the case of a male, aged 27, with a history of syphilis which was contracted at the age of 21. Here also there was an acute onset of polyuria and polydypsia, and diabetes insipidus. That patient had Argyll-Robertson pupils. In 1911, a woman, aged 37, was in London Hospital with multiple gummata of the forearm; and in 1909 she had a sudden onset of polydipsia and polyuria. Her husband died of general paralysis of the insane. She also. had Argyll-Robertson pupils. The present patient gave no history of syphilis, but owned to gonorrhoea in 1905.
Dermatological Section

DISCUSSION.
Mr. McDONAGH said he had no doubt that there was a very marked connexion between syphilis and diabetes insipidus, and in his opinion he thought the condition was more frequently to be met with in the congenital than in the acquired form. The lesion was in the posterior lobe of the pituitary body, and most probably a vascular one to commence with. Diabetes insipidus occurring in acquired syphilis was almost invariably associated with symptoms pointing to an involvement of the central nervous system, the lesions being degenerative in character. The patient exhibited had had diplopia; the lesion appeared to have been a vascular one, and it was when the double vision set in that the symptoms of diabetes insipidus manifested themselves. Now the patient stated that he had completely lost all sexual desire. As the trouble was not usually recognised until it had persisted for some time, and owing to the degeneration which had resulted in the meantime, nothing could be expected from antisyphilitic treatment. If, on the other hand, the case was taken early the symptoms would disappear under treatment. The speaker referred to a case presenting an anomalous skin eruption, which Dr. Sequeira had recently shown before the Section. The case was referred to the Pathological Committee for a report. It would be remembered that the patient died and that post mortem a granulomatous lesion was found in the posterior lobe of the pituitary body. The boy had diabetes insipidus when he died.
Dr. F. PARKES WEBER said he would have thought that one of the commonest recognised causes of diabetes insipidus was syphilis, either congenital or acquired. Another undoubted (occasional) cause was tuberculosis. In a man, aged 37, under his care in hospital with diabetes insipidus and pulmonary tuberculosis, the polyuria and thirst were said to have immediately followed the surgical removal of an enlarged lymphatic gland in the neck one year and a half previously. In that patient the blood serum gave a negative Wassermann reaction for syphilis. There was no hemianopsia, the visual fields were normal. Rontgen-ray photographs of the base of his skull (taken by Dr. James Metcalfe) showed no enlargement of the pituitary fossa.
Dr. KINNIER WILSON alluded to cases of diabetes insipidus associated with optic atrophy. There was good reason, experimentally and clinically, to suppose that in these cases of diabetes insipidus the lesion was a disturbance of the pituitary body; it was immaterial what the disturbing disease was. The transient diplopia of Dr. Sequeira's case was of considerable significance, as indicating some basal trouble; and it would be interesting to ascertain the visual fields in this man to see if he had hemianopia fugax: it was occasionally seen in cases of diabetes insipidus. Conceivably, the pathogenesis of this case was a certain degree of basal meningitis, some secondary internal hydrocephalus, and some pressure on the floor of the third ventricle.
Dr. PERNET said he had seen one or two cases of diabetes insipidus in syphilitic patients, but before the days of salvarsan the treatment of the syphilis by mercury did not lead to any improvement to speak of. It would be instructive to see the case again after treatment from the syphilitic standpoint.
Case for Diagnosis.' By S. E. DORE, M.D., and S. A. KINNIER WILSON, M.D.
DR. WILSON said he was concerned with the neurological side of the case, because he thought some light came from that side. The story was that the man had had a gradual onset of the trophic lesions on the hands and feet during eighteen months. He had lived a good deal abroad-in India and Africa-and had been travelling officially on P. and 0. boats for a long time. There were indications of involvement of his peripheral nerves; he had definite therm-anaesthesia in the legs as far as the knee on the right side, and below the knee on the left side; always essentially insular or patchy-i.e., not correspondin2g to any particular segment of the spinal cord. He also had therm-anwesthesia in the hands, though not so marked; there was slight diminution of appreciation of pin-prick over his feet, insular in character, and not corresponding to parts where the skin was thicker than usual. He felt a-touch everywhere over his limbs, except where the skin was thick and interposed a mechanical reason for reduced perception. His localisation and muscular sense were preserved. Another important point was absence of the Achilles-jerk on both sides, while the kneejerks were normal. The plantar responses were of the flexor type. There was no evidence that in this case one was dealing with a central lesion. In the ordinary course, it might be thought the case was one of syringomyelia, but for the following reasons he did not think it was so: (1) The alterations of sensation were essentially of peripheral type, and there was no segmentation in the distribution of the forms of anesthesia, a point of considerable significance. (2) In cases of syringomyelia, if there was change in the reflexes they were, as a rule, exaggerated, and in some cases there was marked spasticity with ankle clonus and an extensor response. This case, however, showed the opposite condition. (3) Passing to matters of opinion, he did not think this man's face was quite normal; there seemed to be a slight
